they will be re-treated as they arise. While there are exceptions, the results presented in Table 2 suggest that the shorter the duration of symptoms and the less severe the lesion, the more likely are steroids to be effective. The study continues.
Other causes: Excluding presbyacusis, which is normally managed by the use of suitable electronic amplification, the other causes of severe adult deafness form a very heterogeneous group. Some, such as severe hypersensitivity reactions, acute viral infections, multiple sclerosis and encephalitis, can respond well to ACTH or prednisone therapy, while others, such as vascular lesions or Meniere's disease, may improve with vasodilator drugs. Anticoagulants are sometimes indicated. The management of these patients, who often present with sudden hearing loss, is almost a separate subject from the one under review, which has concentrated on the causes and management of the more slowly progressive and commoner conditions.
Summary
Severe bilateral adult deafness is defined and its prevalence and etiology ascertained. Otosclerosis is the commonest single cause, the sequelb of chronic aural suppuration being almost as frequent. Surgery has much to offer these patients, and techniques and results are constantly evolving and improving. Surgery is also effective in the rare but interesting congenital ossicular abnormalities. Congenital syphilitic deafness, perhaps not so rare, is important to recognize for it simulates bilateral Me'ni6re's disease, and 50% of cases respond to steroid treatment. The results of deafness can be devastating and yet, unlike blindness, it is not generally considered a serious disability. Humour frequently reflects public attitudes and, as Best (1943) observed, while the deaf may appear in comedies, the blind are found only in tragedies. Such attitudes may result from the fact that deafness is a disability whose consequences are not readily apparent and require an effort of the imagination to be appreciated. Furthermore, a full appreciation of these consequences is complicated by the fact that deafness is a blanket term and the results differ markedly according to many variables. Of special importance are age of onset and degree of hearing loss.
Although here we are concerned with severe deafness it is as well to remember that lesser degrees of hearing impairment may have -farreaching consequences. For example, as Fisher (1965)has shown, a school childwith even minimal loss of hearing may not only suffer educationally but may be variously regarded as inattentive, preoccupied or dull. His difficulties may produce emotional disturbance such as depression or behaviour problems.
When considering those suffering from severe deafness it is of paramount importance to differentiate between the prelingually deafthose whose disability antedates the acquisition of language and speechand those deafened in later life.
The essential problem of the prelingually deaf is one of developmental retardation resulting from lack of sensory experience. The hearing child from very early life is continually subjected to auditory stimuli from a variety of sources. Of special importance is the spoken word. The hearing child acquires language for the most part passively and effortlessly, words gradually becoming meaningful when heard repeatedly. For the deaf child the acquisition of language is an extremely difficult and slow process, and it is hardly surprising that the majority are severely retarded linguistically compared with their hearing peers. This in itself militates against good speech and lipreading, so that the majority of the prelingually profoundly deaf use manual methods of communication.
The deaf child, of course, misses not only speech but all the experience and knowledge gained from auditory stimuli from all sources, and especially from emotionally toned vocal expression. Consequently not only is he retarded linguistically but his cognitive and orectic development are also delayed. The major handicap of those suffering from prelingual profound deafness is lack of language development, which is not only necessary for communication but is of vital importance in total human growth.
Severe deafness starting in adult life in mature personalities brings in its wake problems of an entirely different order. Those suffering from prelingual profound deafness suffer a sensory deficit, those deafened in adult life suffer a sensory deprivation. The problems of the one are developmental, of the other traumatic. They cannot be equated.
Man is a social being and the primary function of hearing in adult life is to maitain his relationship within his total environment and with his fellow men in particular. The most obvious hdicap of t de d person is that he loses the ability to hear easily the spoken word. He may be helped by a hearing aid and by speech reading. However, hearing aids are sometimes of limited bewfit and facility in speech reading is not easily acquired. It is moreover confined to clearly visible speech at the deaf person, and is often stressful and-tiring. he daf person misses not only convertion not directed at him but also the snatches of conversation of others. He no longer feels a part ofthings. Impairment of hearing cannot, however, be discussed solely with reference to hearing the conversation of others. Through hearing we monitor our own speech and control its volume and pitch. Through speoch we find an outlet for emotions, and denial of self-expression combined with limited social intercourse leads to isolation and friistration. Hearing contributes to our asthetic experience in varying degres, and for some the inabiliy to hear music and the sounds of nature is an added deprivation. Hearing is the channel through which we receive signals and warnings of events outside our field of vision or in darkness.
Adventitious deafness may be sudden in onset or so insidious as to remain unnoticed both by the subject and by others for a considerable time. Of progressive deass Menger (1924) Reaction to deafness depends upon many variable incluing age and rate of onset, degree of hearing loss, personality, life situation and interests, and the possibility of alleviation and support. Tbe wedll-integated young adult with a sympathetic family and an occupation which does not depend upon interpersonal relationships will react dirently from the middle-aged, rigid, obsessional p lity without family support who has to change his vocation.
The form of reaction to deas may also vary.
Many overcome their disability but readjustments are always necessary. Suspicion and hostility are not uncommon ially in sensitive personalities but the commonest feeling are those of isolation, insecurity and depression. At times the deafened person is bewildered by the intensity of depression, perhaps because he is unaware of the importance of background noise in the maintenance of psychological equilibrium.
Another peculiarity of deafness is that it is a disability of which the suffer does not often complain. Many with progressive deess in middle or late life regard it as a symptom of ageing. They resist this and the idea that their effidency may suffer. Some not only hide their disability from others but fail to accept it teinselves. Such attitudes often result in withdrwal from society and in sed isolation.'This lack of incentive to seek help may be aggravated further by the depressve responses previously referred to.
However, such reactions are not limited to the middle-aged and it would appear characteristic that many wait far too long before seeking advice: some never seek it. Yet invariably help could be given.
The reasons for delay or failure are often complex. Although society has traveled a long way in developing a more enighted understanding of the problems of deafness, a larW part of the community still regards the deaf as dependent, odd and sometimes ridiculous. We have already mentioned, and we are all familiar with, the humour ofwhich they are the target, and it is not surprising that after bitter experences of not understanding what is said and of speaking out of context, the deaf person becoms anxious lest he be thought stupid. This and the fact that deafness in general is often equated with duibness, and dumbness with deficient intellect, make the deaf person ashamed of his disability. He therefore does not seek the help of appropriate welfare agencies. There are many reasons for this failure, but the deaf person's reaction to the term 'dumb' when it occurs in-the title of such agencies is symptomatic of the emotional response to the handicap.
Lack of awareness of the far-reaching consequences of deafness is a major factor in individual, family and community disturbance, and no doubt greater enlightenment not only on the part of the public but of the various professional personnel who come into contact with the deaf would play an important role in preventive mental health. I am sure that psychiatrists often fail to appreciate in a particular case the benefits which may accrue from otological examination and treatment. Similarly, otologists may at tinms be insufficiently aware of the complex interaction between organic and psychosocial factors.
Many more deaf could benefit from treatment and help. Otological examination and treatment are of prime importance as are audiological examination and the provision of auditory aids. Speech therapy and lipreading not only can alleviate the communication difficulties but are often psychotherapeutic especially if the subject is able to meet others with a similar disability. Clubs and other institutions catering for the deaf play a major role in this sphere.
Of fundamental importance is the attitude of the deaf person himself. It is obvious that he must accept his disability, for an objective attitude is the only basis on which to make a satisfactory readjustment. To this end case counselling should always be available for the individual and for his family.
Communication, the basic principle of psychological counselling, is disturbed when dealing with deaf people and case work is necessarily time-consuming. It should be undertaken by personnel trained in social case work and with a broad knowledge of the disability. Unfortunately there is in this country something of a dichotomy between those institutions which cater primarily for the prelingually profoundly deaf, and those which cater for the partially hearing and the adventitiously deaf. It would appear that some welfare officers for the deaf concern themselves primarily if not exclusively with the deaf and dumb while the adventitiously deaf receive little help from this source. Indeed, some welfare officers would go so far as to state that the latter do not fall within their province. There is little doubt that many would derive great benefit from the expertise of trained social case workers with specialized knowledge. Despite the existing acute shortage of welfare officers for the deaf much more emphasis needs to be directed to the needs of the adventitiously deaf in the future training of these workers.
Finally, psychiatric help as well may be indicated in some cases. Such help may be needed especially in cases of acute onset where depressive reactions may be severe and suicide a danger. Severe depression is, of course, not confined to cases of acute onset but occurs also in progressive deafness, and although insight into the factors underlying the depression will not necessarily cure, it will often better enable the deaf person to cope.
Psychiatric assessment suffers from the same difficulties as social case work in that communica-tion problems may lead to embarrassment, lack of proper rapport and even rejection. It is important to remember also that while deafness frequently produces abnormal emotional states, psychiatric illness of other etiology can occur coincidentally with deafness. The depression of manic depressive illness can occur in a setting of deafness, and ideas of reference can be symptomatic of schizophrenia rather than the sensory deprivation. Failure to recognize the true nature of these illnesses may have far-reaching consequences.
In recent years there has been an increasing awareness of the need for specialized psychiatric services for the deaf. Although this has been stressed particularly in relation to the prelingually profoundly deaf there is a similar need, if not for specialized psychiatric services, for at least a greater awareness amongst psychiatric personnel of the profound implications of adventitious deafness. Such awareness can, however, achieve little in isolation. It must be linked with a similar awareness in other disciplines and in the public at large.
Dr J J Knight (Institute ofLaryngology and Otology, London)
The Place ofElectronic Amplification After the otologist has dealt with any part of a hearing disorder amenable to surgery, electronic amplification by a hearing aid is generally the chief means of alleviation of hearing loss. First a brief description will be given of the physical principles involved and of the factors which determine the performance of hearing aids.
In Britain, research on hearing aids has been conducted principally by a few small groups and outside these many misconceptions exist. Hearing aids are often given little attention in otological textbooks and in some instances the information is inaccurate. Scientific information on the limitations of types of hearing aids in particular patients is difficult to obtain because of the subjective nature of the response involved, and the spread of
